Introduction
Inflammatory bowel disease (IBD), including ulcerative colitis (UC) and Crohn's disease (CD), plays an important role as risk factors for the development of osteoporosis and osteoporotic fractures [1] . The risk of developing osteoporosis ranges between 17% to 41% [2] . The prevalence of both spinal trabecular and peripheral cortical osteoporosis is increased in IBD patients. In addition, there is an increased severity of clinical osteoporosis in young, amenorrheic women [3] .
With the increased risk of developing osteoporosis, patients are at a greater risk of suffering osteoporotic fractures. IBD patients can have an increased risk of fractures by 40% as compared to the general population, which affects their quality of life and increases their morbidity [4] [5] .
The mechanism of how IBD puts patients at an increased risk of developing osteoporosis and osteoporotic fractures is likely multifactorial. Often, steroids are prescribed to patients with IBD as treatment, and this can itself predispose patients to develop osteoporosis, however, the different studies that have been adjusted for glucocorticoid use have not reported a significant increase of osteoporosis in patients taking this medication [5] . This being said, it appears to be mechanisms that intrinsically affect bone metabolic activity in patients with IBD such as the chronic inflammatory state in IBD leading to bone loss through Tumor necrosis factor (TNF) alpha RANK/RANKL/osteoprotegerin system activation, which promotes osteoclastogenesis [5] . Another contributing factor often present is secondary hyperparathyroidism due to the malabsorption of important nutrients like calcium and vitamin D [6] .
The aim of this study is to summarize the best evidence correlating IBD patients with the risk of developing osteoporotic fractures versus control patients without IBD.
Materials And Methods

Search strategy
Two investigators (DH and BB) personally reviewed two databases, MEDLINE and EMBASE, during the month of November 2017. The search strategy included terms and synonyms for "IBD," "fractures," and "osteoporosis."
Apart from the two major databases used for this meta-analysis, an additional manual review of the references of selected, included articles was also performed. This study meets the criteria checklist in accordance with the preferred reporting items for systematic reviews and metaanalysis (PRISMA) statement.
Selection criteria
Any study, in order to be selected for this meta-analysis, had to fulfill the following parameters:
-Case-control, cross-sectional, or cohort studies published as original articles in the two major databases used. These studies should investigate the risk of developing osteoporotic fractures in patients with IBD, either CD or UC.
-Odds ratio (OR), relative risk (RR), or hazard ratio (HR) with 95% confidence intervals (CIs) or documentation and data enough to calculate the previous ratios were provided.
In order to evaluate the quality of each study, the investigators independently used the validated Newcastle-Ottawa quality assessment scale (Figure 1 ). This scale evaluated each study in terms of the selection of the participants, comparability between groups, as well as the A Microsoft Excel (Microsoft Corporation, Redmond, Washington, US) data collection form was used to summarize the most relevant information obtained from these studies. This table contained the first author's last name, the country where the study was conducted, year of publication, demographics, the Newcastle-Ottawa quality assessment scale, the total number of participants, characteristics of the participants, the method used to diagnose IBD, the method used to determine fractures, adjusted effect estimates with 95% CI, and covariates that were adjusted in the multivariate analysis ( (odds ratio (OR), To ensure accuracy, all investigators performed the data extraction process independently. Any data discrepancy was also resolved by referring back to the original articles.
Statistical analysis
Data analysis was performed using Review Manager 5.3 software from the Cochrane Collaboration (London, United Kingdom). Adjusted point estimates and standard errors from the individual study were combined using the generic inverse variance method of DerSimonian and Laird, which assigned the weight of each study based on its variance [14] . In light of the possible high between-study variance due to different study designs and populations, we used a random-effect model rather than a fixed-effect model. Cochran's Q test and I2 statistic were used to determine the between-study heterogeneity. A value of I2 of 0%-25% represents insignificant heterogeneity, greater than 25% but less than or equal to 50%, represents low heterogeneity, greater than 50% but less than or equal to 75% represents moderate heterogeneity, and greater than 75% represents high heterogeneity [15] .
Results
An advanced search yielded 7237 articles on Medline and 2171 articles on EMBASE. After the exclusion of 6550 articles that were duplicated, 2858 underwent a title and abstract review. A total of 2802 articles were excluded, as they were case reports, book articles, letters to the editor, or review articles without the information needed for the analysis, leaving 56 articles for a full-length article review. A total of 45 articles were dismissed at this time, as they did not report the outcome we were looking for. Two articles did not have comparators so they were also excluded. A total of seven studies were used for statistical analysis [16] , five of them were cohort studies, one case-control study, and one cross-sectional study. The outlines of the literature review and study selection process is outlined in Figure 2 . The clinical characteristics of each study and the quality assessment are described in Table 1 .
FIGURE 2: Search criteria and eligibility
The overall analysis found a higher risk of osteoporotic fractures in patients with IBD, either UC or CD, as compared with the control individuals who did not have IBD. The odds ratio (OR) was 1.32 (95% CI: 1.20 -1.45), P <0.001, as shown in Figure 2 . Sensitivity analysis showed that the inclusion of data on children by Kappelman et al. (2009) did not affect the results, as shown in Figure 3 .
FIGURE 3: Relative risk and P values
To measure heterogeneity among the studies, Cochran's Q test and I2 were calculated. The I2 calculated for this study was 42.3, which represents low heterogeneity among the studies.
The Egger regression test and funnel plots were used to assess publication bias [17] . Egger's regression test (P 0.18) did not show a publication bias. Funnel plots ( Figure 4) were symmetrical, indicating low publication bias. The total number of studies were seven, which correlates with high power for this test.
FIGURE 4: Publication bias; Funnel plot
Discussion
This study is a meta-analysis to evaluate the risk of developing osteoporotic fractures among IBD patients. After evaluating a total of seven studies (cohort, case-control, and crosssectional) that met the inclusion criteria, with a total population of 242,524 patients, we found that patients with IBD have a 32% increased risk of developing osteoporotic fractures.
This is the first meta-analysis that assesses the relationship between IBD and fractures. A lot of data has been obtained to assess the relationship between IBD and osteoporosis, which is defined as reduced mineral density. However, the risk for developing bone fractures is the one associated outcome that really has significant morbidity, mortality, and healthcare cost [16, 18] .
This meta-analysis takes into consideration research studies done all over the world, including the USA, UK, Hungary, China, and others. It collects more than 200,000 patients and records. We included a study done by Kappelman et al. (2009) that took into consideration the pediatric population [9] . This study showed no increased risk of fractures in patients below the age of 20. Sensitivity analysis showed that the inclusion of this article in the pool of information did not have a big impact on the final outcome. These results confirm that the risk of osteoporotic fractures increases with age, and even patients with IBD tend not to show accelerated signs of bone disease until years after the disease has progressed [19] .
We calculated the risk of fractures on IBD as a whole. We did not make any distinction between CD or UC, as some articles were just focused on CD while others included UC too. Further studies would be needed to evaluate the risk of fractures associated with the specific type of IBD.
The data used for this meta-analysis were matched for the use of corticosteroids. Steroids by themselves put patients at increased risk of fractures. The most significant effect of steroids n the bones is inhibition of osteoblastic activity, which decreases bone formation. This inhibition in the number of osteoblasts is secondary not only to a decrease in the formation but also an increase in the death of mature osteoblasts. At the same time, glucocorticoids decrease the function of the remaining osteoblasts directly and indirectly through the inhibition of insulinlike growth factor I expression [20] . Since most IBD patients are or have been on steroids at some point of the disease, this could be a confounding factor. Direct standardization was used to adjust for this confounder.
After adjusting for the use of this medication, the decrease in bone mass and the increase of developing bone fractures was significant enough to confirm that an inflammatory state is enough to make changes to the bone metabolism.
A low I2 value on the statistical analysis suggests that the variation across studies is due to a low heterogeneity rather than chance.
More studies should be done to calculate the risk to develop fractures in the pediatric population since early identification, risk factors modification, and treatment could slow the risk of bone mass loss and improve morbidity in that specific population.
Conclusions
A significant association between IBD and the risk of developing osteoporotic fractures was observed in this study. There is a 32% increased risk of developing osteoporotic fractures in patients with IBD as compared to individuals without IBD used as controls. There was no significant increase of osteoporosis in IBD patients taking corticosteroids after this variable was adjusted through direct standardization.
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